trunk in a straight line; (c) allow liquid to drain from the mouth by gravity; (d) be stable.
The illustration provided by Mr Rahman and Dr Mehta fulfils these criteria but unfortunately the upper leg will obstruct the venous circulation of the lower-a risk avoided by the position illustrated in the ABC series. presenting before 1982, though information about exsmokers was again limited. We saw the expected differences from Crohn's disease, with a reversal ofthe ratio of smokers to non-smokers-1:3 in idiopathic ulcerative colitis compared with 1-8:1 in Crohn's disease. Both men and women with Crohn's disease showed the preponderance of smokers, with a highly significant increase over the proportions smoking discerned by the UK National Census in 1982.
JUDITH M FISHER
When all new cases of inflammatory bowel disease from January 1982 to December 1984, 96 in all, were considered, the pattern was not changed. There was a ratio of 1 smoker to 2 non-smokers among the 44 patients with ulcerative colitis contrasting with a ratio of 1-45:1 among the 52 with Crohn's disease.
Of 82 women aged 18 to 35 years with an onset of disease between 1974 and 1984, 75 replied to a questionnaire examining their smoking habits and use of oral contraceptives at the time of onset of their disease. The ratio of non-use to use of contraceptives of 1-5:1 among women with ulcerative colitis contrasted with a ratio of 1:1-7 for those with Crohn's disease (table II) . But from the answers of the same Despite the many reports that have now highlighted the differences in smoking habits in relation to inflammatory bowel disease there is still debate about whether or not smoking actually protects the colon from ulcerative colitis or whether the presence or absence of smoking selects the expression of inflammatory bowel disease in a genetically susceptible person. Logan provides evidence that ex-smokers are at particular risk of developing ulcerative colitis,' and Thornton points out that the onset ofulcerative colitis after stopping smoking occurred on average only 27 months later,2 strengthening the idea of a causal role. Concerning a possible causal role for smoking in Crohn's-disease we regard our finding ofa gradient in the association between smoking and Crohn's disease according to the site of disease of great interest. Holdstock has noted a difference in smoking habit between patients with Crohn's disease of the small intestine and that of the large intestine.3
A gradient of association exists in Crohn's disease between the disease site and use of oral contraceptives similar but opposite to the one we and others have found with smoking, the association being with colonic disease and oral contraceptives.4 There is controversy about whether the granulomatous inflammation found in the colon of patients using oral contraceptives is true Crohn's disease or an expression of vascular disease; however, an ischaemic element has not been ruled out as playing a part in the cause of Crohn'si disease of the colon.
Evidence is accumulating about the role of smoking and oral contraceptive use in inflammatory bowel disease, and in view of the changing incidences of Crohn's disease and ulcerative colitis over the past two decades these two factors may be extremely important. By what mechanism they exert their influence on the alimentary tract and lead to disease remains a fascinating question. I would like to draw the attention ofclinicians to the flaws in the calculations used in resource allocation and performance indicators. Both depend heavily on the concept of catchment populations. Catchment populations gre not real; they are the product of applying mathematical techniques of varying complexity to data of dubious accuracy. All of the formulas, by necessity, make assumptions which bear a greater or lesser relationship to reality. Mathematical mystique lends an air
